HEMIATROPHY OF THE TONGUE WITH THE 
REPORT OF A CASE. 1 

By C. \V. BURR. M. D. 

L B., female, mullato, 31 years old, married, came 
to the MedicoChirurgical Hospital, September 
• 23, 1895, complaining that her “tongue was 

crooked.’’ Save that she had had syphilis, her personal 
history is negative. In February, ’95, she began to suffer 
from headache, usually behind the left ear, and often 
preventing sleep. At times there is quite severe ver¬ 
tigo. Several weeks after the onset, headache persisting, 
she awoke in the night and found the left side of the 
tongue swollen, black and painless. For some hours she 
could neither speak nor chew, but breathing was not 
interfered with. After a few days, all symptoms passed 
away except headache, and she thought no more of the 
matter until recently as stated above, she noticed by 
accident that her tongue was deformed. 

Examination .—She is a spare, poorly fed, muddy- 
skinned mullato girl. The left half of the tongue is 
only about one-half as large as the right. The upper 
surface is irregularly depressed and elevated. There are 
no scars. When protruded, it turns sharply to the left. 
Fibrillary twitching is not present. The mucous mem¬ 
brane is normal. Common sensation and taste are pre¬ 
served. The pharangeal reflex is present. The palate 
moves well. 

There is no palsy or wasting of the face. The pupils 
are of normal size and react well to light and with ac¬ 
commodation. Station and gait are normal. There is no 
inco-ordination of movement in the arms or legs. The 
knee jerks are much increased. There is an attempt at 
but no true clonus, that is passive flexion of the foot causes, 
two or three jerky movements. There is no glandular 
swelling or tumor about the jaw or in the neck. Touch 
and pain sense are normal in the face and hands, but she 
complains of numbness in the hands as if she had on 
tight gloves. There is no trouble in speaking, chewing. 


Read at the April meeting of the Philadelphia Neurological Society. 
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or swallowing. There is no pain or rigidity in the neck 
muscles. Examination of the pharynx reveals no di¬ 
sease of the bones. 

11,5/95. — During the past week the patient has 
had difficulty in swallowing “solids seeming,’’ she says: 
“to stick in the throat and then to fall down.” She can 
swallow liquids well. The trouble came on suddenly. 
Examination reveals no change in her condition. 

1,8/96.—Speech has been thick for ten days. The left 
half of the tongue is swollen but painless. 

1,9/96.—Last evening the patient was suddenly seized 
with pain in the right side of the head accompanied by 
double vision. There is some drooping of the right up¬ 
per eye lid, and the right pupil is dilated. 

1,10/96.—Speech is still thick. Both upper eye lids 
droop slightly, and the power to lift them varies. One 
attempt may succeed, and the next fail. The pupils are 
normal in size and react sluggishly to light. Diplopia 
is present on looking to the left. The swelling of the 
tongue is almost entirely gone. 

2,5/96.—Diplopia has disappeared. Both pupils are 
dilated, the right more than the left. They do not react 
to light, and only very slightly ,with accommodation. 
There is left-sided ptosis (see illustration.) Dr. A. H. 
Cleveland examined her throat twice, once soon after she 
came to the hospital, and again on February 2, 1896. He 
found the movements of the vocal cords normal. On the 
right side of the soft palate, there is a distinct slit which 
may be congenital or due to old specific ulceration. Dr. 
Fox reported the eye grounds normal. 

2,15/96.—The patient states that yesterday she suffer¬ 
ed from occasional, quite severe involuntary jerking of 
the left arm. 

4,10/96.—The general condition of the patient has 
greatly improved since she first came under treatment, 
and she is almost entirely free from headache, but the 
other symptoms are about the same. There is paralysis 
of the left half of the tongue with great muscular wast¬ 
ing and without sensory symptoms. There is no palatal 
nor laryngeal palsy. The knee jerk is exaggerated and 
there is still a slight false clonus. There is no ataxia. 
There have been no physical signs of heart or lung dis¬ 
ease during the time she has been under observation, 
but yet, she has had a persistent hard, dry cough’which 
is probably due to disease of the vagus. The urine con¬ 
tains neither albumen nor sugar. She has had occasional 
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attacks of vomiting, which she says come on without 
cause and unaccompanied with nausea. She has been 
under specific treatment constantly. 

I am not at all sure what the lesion is in this case or 
what the lesions are since there may be more than one 
the ocular symptoms being entirely independent of the 
hemiatrophy. The question is to determine the cause of 
a sudden palsy of the left hypoglossal nerve followed by 
atrophy with some involvement of the pneumogastric 
nerve, but without any palsy of the palate or larynx, 
during the course of which affection there occur transient 
ocular palsies, and a second attack exactly like the onset 
of the disease. I am inclined to think that there is not 
nuclear trouble, because of the absence of palatal and 
laryngeal palsy, Pott’s disease and a consequent menin¬ 
gitis may be excluded, because there are no symptoms 
of bone disease. It is not secondary to disease of the 
spinal cord. A neuritis of the periphery of the nerve 
would not account for any of the symptoms except the 
atrophy, and surely would not be sudden in onset. 
Taking all the symptoms into consideration, I am 
strongly inclined to believe that there is a syphilitic 
meningitis affecting in greater or less degree the whole 
base of the brain and compressing the affected nerves. 

This diagnosis would also explain the ocular symptoms. 
Hemiatrophy of the tongue is rare. We will consider 
neither the most frequent cases due to direct injury of 
the hypoglossal nerve by a wound or pressure of a 
tumor, nor the exceedingly rare cases of peripheral 
neuritis, but only those caused by disease in or near the 
medulla Of late years the condition has been studied 
very carefully in relation with affections of the spinal 
cord. Indeed, its association with locomotor ataxia is 
relatively so frequent, though absolutely rare, that in 
any case in which the course of the wasting has been 
chronic, the possibility of the existence of locomotor 
ataxia should be thought of. Its absolute rarity in as¬ 
sociation with posterior sclerosis, is shown by the fact that 
in Koch and Maries 2 paper, only six cases are men¬ 
tioned. It is a rare complication of general paralysis of 
the insane, 3 a disease, which certainly has some kinship 
to locomotor ataxia. It may also occur in syringo¬ 
myelia, as is shown by the following case now under my 

• Revue de Medicine , 1SS8, vol. viii, page 1. 

II Dudley, Brain , vol. xxx, and Ornierod, St. Barth. Hosp. Reports, 
vol. xxi, page 30. 
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care at the Philadelphia Hospital. The patient is a 
young colored man, who has marked wasting of arms 
and legs with palsy and contractures, unequal knee- 
jerks, absolute inability to distinguish hot from cold 
though common sensation is normal. The right half of 
the tongue is much wasted. But it may occur also of 
course apart from any disease of the spinal cord. 
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r Thus Leudit ' reports two interesting cases. The 
first was a woman 32 years old. She had had severe 
right-sided head pains for eighteen months. For about 
five months there had been difficult)- in chewing and 
swallowing. The voice was affected. The wasting 
affected the right half. On protrusion, the tongue pointed 
to the right and was tremulous. Common sensibility 

4 Annals des Malad , dc L'oreille etc., 1SS7, xiii, page 614. 
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was normal but taste was blunted on the right. The 
uvula deviated to the left and there was palsy of the 
right vocal cord. Olfaction was absent. The visual 
fields were preserved, and the pupillary reactions nor¬ 
mal. The knee-jerks were normal. There were no 
signs of tabes. Under iodide of potash and spraying 
with cocaine, smell and taste returned. The diagnosis 
was a syphilitic lesion of the nucleus of the 12th nerve. 
The second case was also syphilitic. The patient’s voice 
was greatly affected, and there was abductor palsy of the 
left vocal cord and marked atrophy of the left half of the 
tongue. There were no tabetic symptoms. In Schiffer’s 5 
case, no cause was discoverable. Ten years before the 
patient had been shot in the occiput by a 6 mm. calibre 
ball, but the ball was removed two days later, and the cure 
was prompt, the only serious inconvenience being slight 
right-sided deafness which disappeared in a few weeks. 
This accident may have had something to do wit h the w ast- 
ing, or nothing. The author believes there was a lesion, 
a haemorrhage for example, in the nuclei of the right 
hypoglossal, accessory and vagus. The patient came for 
treatment on account of a persistent cough which was 
not connected with any serious thoracic disease, a slight 
bronchitis, and a little emphysema being the only patho¬ 
logical conditions found. There was right-sided atrophy 
of the tongue with diminution of the muscular reaction 
to both faradism and galvanism, but without reaction of 
degeneration. Common sensation and taste were nor¬ 
mal. There was paralysis of the right vocal cord. The 
central organs were healthy, and the reflexes normal. 
R. von Limbeck’s " case is interesting, because the begin¬ 
ning was acute and the entire history known, while in 
many cases the abnormal condition of the tongue has 
been unknown until discovered by the physician. Syphilis 
seems to have been pretty well excluded. The patient, a 
woman 38 years old, about three weeks after recovery 
from cellulitis of the back of the hand and forearm, due 
to an injury, was seized with pain in the neck and diffi¬ 
culty in swallowing. Hoarseness which had previously 
existed, suddenly became much worse. The right side 
of the tongue was atrophied and furrowed. Fibrillary 
twitchings were present. Movements to the right and 
upward were incompletely, to the left and forward well 
done. Common sensation and taste were normal. The 

1 Revue monsueUe de laryv^ol, etc., 1SS6, vol. 1, pajje 377. 

“ Prater Med. Wochenschri/t , 18S9. pajje 181. 
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electrical reactions were preserved. Pharyngeal sensi¬ 
bility was good. There was paresis of the upper right 
vocal cord. Gait and station were normal. The knee 
jerks were active. There was no involvement of the 
facial or eye muscles. Sight, hearing, and smell were 
good. Ophthalmoscopic examination was negative. Dis¬ 
ease of the right hypoglossal nucleus was diagnosed. 

The onset sometimes is sudden. Thus Hirt 7 thinks 
there was in his patient embolic softening in the nuclei 
of the right hypoglossus. vagus and accessory nerves. 
The patient was a woman 76 years old. After an attack 
in which she lost consciousness for a moment, and speech 
for half an hour, her voice became weak, indistinct 
changing into falsetto frequently. Later, difficulty in 
swallowing appeared, regurgitation of fluids being fre¬ 
quent. vSalivation and dribbling developed and later 
wasting. On examination there was found to be no 
trouble in the facial muscles or the lips. Labials were 
formed without difficulty. The tongue was tremulous 
and directed toward the right. The mucous membrane 
of the tongue on the right was wrinkled and furrowed 
lengthwise, and its substance soft, spongy and yielding. 
Touch and taste were normal. There was pronounced 
reaction of degeneration. The right recurrent laryngeal 
nerve was palsied. 

In a few instances the wasting has occurred, not only 
in the tongue, but also in certain of the neck muscles, 
and has even invaded the arm. In Pel's "case for ex¬ 
ample, there was atrophy of the left sterno-cleido mastoid 
and trapezius. The patient was a male, 34 years old, who 
had had gonorrhoea and probably syphilis. The'trouble 
developed gradually; difficulty in swallowing being the 
first symptom, liquids regurgitating through the nose. 
The voice was nasal. Later there were severe pains in the 
neck and back of the head, unbearable at night and sub¬ 
siding under the use of potassium iodide. The left half 
of the tongue was wrinkled, furrowed and atrophied. 
The electrical response was lessened to both currents, 
but there was no reaction of degeneration. On protrus¬ 
ion, the organ pointed to the left. Movements to the 
right and forward were almost lost, downward, upward, 
and backward almost normal. There was slight fibril¬ 
lary twitching. Taste and touch were normal. Articu¬ 
lation was good. The left palate and palatine arch were 

: Berliner Klin Wcchenschrft , 1885, pajje 411. 

* Berliner Klin, Wochenschrift, 1887, page 521. 
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paretic. The uvula was drawn to the right: The phar- 
angeal reflexes were normal. The left recurrent 
laryngeal nerve was palsied. The knee jerks were com¬ 
pletely absent, but there were no other tabetic symptoms. 
Diagnosis, syphilitic arteritis affecting the nuclei of the 
hypoglossus, vagus and accessory nerves. In a case of 
Jackson’s “ there was also widespread wasting the atro¬ 
phy involving the left supinator, biceps, brachial anticus, 
deltoid, and infra and supra spinati. These muscles did 
not react to Faradism and ancle > caclc. There was 
anaesthesia to touch and pain on the summit of the 
shoulder. The lelt pupil was larger than the right and 
did not react to light, but did with accommodation. 
There was palsy of the right half of the palate and right 
vocal cord. Diagnosis: syphilitic disease involving the 
roots of the nerves. The pupillary condition is in¬ 
explicable In another case, that of a man 50 years 
old, the onset was sudden. Fie lost his voice, or rather 
became hoarse, and the tongue turned to the right like a 
hook. On examination there was complete right-sided 
palsy of the tongue with wasting. On protrusion the or¬ 
gan deviated to the right. The fold of the palate was 
dragged to the left. The right shoulder was lower than 
the'left and he could not shrug it so well. There was 
no facial palsy, but he could not whistle so well as before. 
The right vocal cord was palsied. The suddenness of on¬ 
set and the existence of Bright’s disease justified the 
diagnosis of apoplexy. In a case reported by Stephen 
MacKenzie. 11 the wasting also passed beyond the region 
of the tongue. The patient was a syphilitic man 30 
years old. There was palsy and wasting of the tongue, 
sterno-cleido mastoid, and trapezius muscles on the left 
side, and palsy of the left soft palate and vocal cord. The 
palpebral fissure was narrowed on the left. Later there 
was palsy and wasting of the left teres minor. The 
knee-jerks were normal. Taste was unimpaired. The 
pupils were irregular, but reacted normally and the left 
globe was somewhat retracted. The author concludes 
that a very limited and localized lesion of the conjoined 
nuclei or roots of the spinal accessory and hypoglossal 
nerves would explain the paralysis of the soft palate and 
larynx and one-half of the tongue. The roots must have 
been implicated in syphilitic disease he thinks, since the 

Lancet, 18S6, i, page 689. 

>" London Hasp. Reports vol. i, 1864, page 361. 

" Clin. Soc. Trans, xix, page 317, Brit. Med. Jour. 1.SS3, i, page 40S. 



HEMIATROPHY OF THE TONGUE. 


465 

wasting of the trapezius and sterno-mastoid shows that 
the external branch of the spinal accessory was involved. 
The ocular symptoms showed involvement of the cervi¬ 
cal sympathetic. In Mobius’ 12 case the onset seems to 
have been as in several of the others sudden. The 
patient, a woman, 48 years old, was seized with violent 
headache, nausea and vomiting followed by ptosis of the 
left side and diplopia. On examination there was total 
palsy of the left oculo motor nerve. The left pupil was 
twice as large as the right and reacted very little to light. 
There was palsy of the left side of the palate and left 
vocal cord, and palsy and wasting of the left half of the 
tongue, which on protrusiou, turned to the left. Articu¬ 
lation was good. Electrical excitability was greater on 
the left. Two cases dating from childhood are reported. 
The first is quoted from Henschen by Koch and Marie. 
In the patient’s ninth year about a year after an attack of 
scarlet fever with uremic complications; his mother 
noticed the tongue was scarred. When he came under 
observation in the 28th year, there was right-sided hemi¬ 
atrophy. Sensation was normal. The right side of the 
palate was broader, more dependent, and less moveable 
than the left. The uvula did not deviate. The right 
vocal cord approached more nearly to the middle line 
and its mobility in inspiration was lessened. There were 
no symptoms of tabes. 

The second is reported by Turner. p The patient, a 
female, five years old, presented atrophy of the right 
half of the tongue, paralysis of the soft palate and larynx, 
difficulty in swallowing liquids, feebleness of cough, loss 
of power in right arm with atrophy and atrophy of both 
optic discs, The symptoms dated from a series of right¬ 
sided epileptiform attacks, which began six weeks after 
an attack of scarlatina, and recurred daily for two months. 
At the beginning there was paralysis of all the limbs. 
The legs and left arm gradually improved, the right arm 
to some extent. The knee-jerks were absent. There 
was no syphilitic inheritance. The symptoms were 
thought to be due to some specific meningeal lesion at 
the base of the brain involving the ninth and a portion 
of the eighth cranial nerves on the right side. 

Remak “ reports a case which is interesting on ac¬ 
count of the associated symptoms, and his opinion that 

I Centrlabl,/. Ncrvenkeilkunde, 1SS7. 

1:1 Lancet , 1889, pajw 1230. 

II Berliner h'lm, IVochenschrift, 1886, page 401. 
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it was due to lead poisoning. The patient, a man 42 
years old, sought treatment on account of palsy and 
wasting of the hand dating back four months. On ex¬ 
amination the voice was toneless ( klan&losc .) The vocal 
cords were motionless in abduction during inspiration. 
There was bilateral palsy of the posterior crico-arytenoid 
muscles. Later there was paresis of the right half of the 
velum palati. The uvula in phonation was drawn to the 
left, and the right half of the velum was elevated and 
stretched. The tongue was smaller on the right side 
and was protruded, forming a bow to the left. The up¬ 
per surface of the leftside was smoothe, while the right 
side was uneven. Fibrillary contractions were present. 
The right side felt thinner and softer than the left. The 
atrophy appeared to affect the superior longitudinal and 
transverse muscles on the upper side, while no change on 
the under surface was observed. The muscles on the 
floor of the mouth were equally developed on the two 
sides. The movements of the tongue were not interferred 
with. Mastication, deglutition and articulation were 
normal. The right side showed degeneration reaction, the 
left slight diminution to galvanism. There was slight 
left sided ptosis. The eye movements to the right were 
slightly diminished and associated with nystagmus. 
Later there was loss of the pupil reflex to light—the 
only tabetic symptom present. The author holds that 
the most satisfactory explanation of the case is a partial 
bulbar palsy and slight polio encephalic nuclear atrophy. 

Post-mortem examinations of cases of hemiatrophy 
have revealed many different pathological conditions. It 
has been proven by Koch and Marie, and others, that 
when it occurs in locomotor ataxia, there is always nu¬ 
clear disease. We are justified in assuming the same 
lesion in general paralysis of the insane and syringom¬ 
yelia. When, however, we study the cases unassociated 
with disease of tne spinal cord, we find so many and 
such varying conditions that the frequent uncertainty in 
pathological diagnosis is justified. Thus, in 1832, Dup- 
uytren 18 reported the case of a man 30 years old, who 
was seized with pain in the left posterior part of the head 
preventing motion and disturbing sleep. After a few 
days the pain passed to the upper lateral part and tolhe 
left of the neck. Later there was difficulty in speech so 
that he could not be understood. The air passed to the 
left side of the tongue when he whistled. There was 

15 Clinque Chirurgical , vol. i. page 403, vol. iii, page 364, 
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pain in the inferior angle of the left jaw and in the cheek, 
but no palsy. The tongue began to waste on the left 
side and atrophied greatly. The mucous membrane re¬ 
mained intact. When protruded it turned to the left. 
When examined speech was perfectly clear. There was 
no loss of taste. Two }ears later taste was a little 
diminished. The patient died with symptoms of com¬ 
pression. Post mortem, many hydatids were found at 
the base, and one in the neighborhood of the anterior 
condyloid foramen had greatly compressed the hypo¬ 
glossal nerve. In the following year Choisy reported 
another case due to hydatids. A man, 36 years old, com- 
plamed of pains in the right side of the face and head, 
following a fall in which he struck the back of the neck. 
He was in bed for four months. Shortly after he began 
to have difficulty in pronouncing certain letters, and the 
left half of the tongue became soft, flabby, ridged and 
discolored. Two years later there was much atrophy 
and difficulty in speech, with hoarseness. The move¬ 
ments of the neck were diminished. There was no loss 
of sensation, and taste was normal. The tongue protruded 
to the left. Swallowing caused cough. There was a soft 
tumor in the corner of the left sterno-leido-muscle at 
the left mastoid process. There was persistent hiccough, 
vomiting, and constipation, and later aphonia. Death 
was sudden. Post mortem an hydatid cyst about the 
size of a goose egg was found in the left occipital fossa. 
The cyst was in two parts separated by a narrowing, 
which corresponded to the posterior lacerated foramen. 
Within the cranium the nerves on the two sides were nor¬ 
mal, but a marked difference was seen after their emer¬ 
gence from the jugular foramen. On the left side the 
glossopharyngeal, spinal, pneumogastric and hypoglossal 
were atrophied, almost filiform. In the case of Hyem 
and Girondeau, 17 the medulla was found post mortem to 
be surrounded by a fibrous sheath, which was prolonged 
down the hypoglossus to the anterior condyloid foramen. 
The nerve was greatly diminished in volume and was 
fibrous. The nucleus of the hypoglossal was atrophied. 
The patient, was a man, 46 years old. There was much 
atrophy of the left side of the tongue. The sense of 
taste was preserved. The muscles of the face, the supra 
and sub-hyoid and sternocleido mastoid were normal. 
Death was due to cancer of the duodenum. In the case of 

“ It nil. Soc. Aiiat. de Paris. 1833, viii, page 6-20. 

'■ Revue de Medicine , 1883, iii‘ page 190. 
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Habershon, a cancer was found in the basilar process 
extending into the temporal bone on the right side and 
involving the eighth and ninth nerves. The patient was 
a woman, 52 years old, who had cancer of the breast. 
There was much pain in the head, back and limbs. The 
right side of the tongue was flabby, wrinkled and soft. 
The electrical reaction of the affected muscles was 
diminished. Sensation was perfect. The right sterno¬ 
hyoid muscle was palsied. 

Trevelgan reports a case in which post mortem 
both occipto-atloid joints were rough and worm eaten. 
The axis and the castilages were also diseased. The 
membranes at the base of the brain, especially at the 
origin of the left hypoglossal nerve were thickened. 
There were no changes in the hypoglossal nucleus or in 
the infra nuclear tract. The left hypoglossal was 
smaller than the right, and microscopically there was 
considerable increase in the connective tissue and 
atrophy of the nerve fibres. The patient was a woman, 
25 years old. Seven years before she had had a sup¬ 
purating gland in the neck, but otherwise had been well 
until eight weeks before coming under observation. She 
was then seized with pain and stiffness on the left side 
of the neck after returning from a walk. Five weeks 
later she had a chill, and the next morning the tongue 
was swollen. Shortly afterwards the left side was noticed 
to be antrophied. Sense of taste was absent. Later the 
pain grew worse. She became aelirous, had a convulsion, 
Cheyne-Stokes respiration, a second convulsion of both 
sides of the face and right arm, and a temperature of 
102 0 . In a case of Hughlings Jackson, ' Jn the atrophy 
was only a part of widespread nervous trouble. At the 
autopsy, the membranes were thickened. There were 
nodes on the cerebral arteries and spots of softening in 
the brain and medulla. The patient was a male, 43 years 
old, who had had syphilis fifteen years before. There 
was some loss of sensation on the left side of the face, 
taste was poor on the left side, and common sensation 
was diminished on the left palate and back of the ton¬ 
gue. The left side of the palate and the left vocal cord 
were palsied. Swallowing was difficult. Hemiplegia 
with loss of speech came on later. Some months ago I 
saw with Dr. W. J. Taylor, a woman who complained of 

>' Med. and Surg. Practice , 1S67, Feb. page 140. 

18 Brain , 1S90, xiii, page 102. 

London Hosp. Reports, 1S67, iv page 315. 
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headache and weakness and pain in the right arm and 
legs. Later symptoms of one-sided disease of the me¬ 
dulla appeared, and the left half of the tongue wasted. 
At the necropsy we found an infiltrating, unilaterral tu¬ 
mor of the medulla oblongata. Not very rarely caries 
of the bones has been found, and a study of such cases 
has been made only recently by O. Vulpius. 

Conclusions : Hemiatrophy of the tongue with palsy 
can only be caused by a lesion of the hypoglossal nerve 
or its nucleus in the medulla. Atrophy will not occur if 
the disease is situated anywhere above the nucleus. The 
nerve is purely motor, and has no sensory functions. 
When there is hemiatrophy without symptoms re¬ 
ferable to other nerves, the lesion is almost certainly in 
the nerve trunk since the nucleus is in such close relation 
with other nuclei that no lesion which occurs clinically, 
is at all apt to affect it without involving them. On the 
other hand, the presence of symptoms referable to other 
nerves does not prove that the lesion is within the me¬ 
dulla, because the hypoglossal, pneumogastric, and 
spinal accessory nerves are so close together that a les¬ 
ion affecting one, as for example, meningitis, is apt to 
involve all. In cases due to nuclear disease, fibrillary 
twitching is much more apt to be found than in neuritis, 

• but as appears from a case recently reported by A. 
Marina, '" J twitching may be present in peripheral dis¬ 
ease. 

The lesions found post-mortem vary greatly. There 
may be chronic nuclear degeneration, especially in as¬ 
sociation with diseases of the spinal cord, the results of 
embolism, thrombosis, or hmmorrhage, a tumor arising 
within the medulla and confined to one side, a tumor 
growing from the membranes or bone, meningitis, 
caries, hydatid cysts, or direct injury from wounds. It 
is probably more frequently associated with locomotor 
ataxia than with any other disease of the spinal cord, but 
it may occur in syringomyelia and in the spinal type of 
general paralysis. There is no reason why it should not 
occur in insular sclerosis. In bulbar paralysis, the 
atrophy like the other symptoms is practically always 
bilateral. Most often the patient can not give a clear 
account of the beginning of the trouble. If accurate 
histories could be obtained from patients, it is probable 
that apoplectiform cases would be found to be more 

11 Beitrdge zur. Klein. (Shir. 1895, xiv page 137. 

Netirologisches Cenlralblat , April, 1S96. 
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numerous than now appears. The most common clini¬ 
cal picture is hemiatrophy with greater or less change 
in the electrical response of the muscles, and with palsy 
of the palate and larynx on the same side accompanied 
by fibrillary twitching. Very often there is persistent 
head pain in the occiput on the corresponding side, and 
this seems to be more apt to occur and to be more severe 
in cases in which the lesion is not within the medulla, 
and hence is of some slight value in making the diag¬ 
nosis of locality. The accompanying symptoms may be 
much more widespread than those mentioned above. 
Thus there may be wasting of the muscles supplied by 
the spinal portion of the spinal accessory and of the 
arm, and indeed, as in one case, the hemiatrophy may be 
only the remainder of a wasting which has affected to 
some degree all four extremities. If the lesion is within 
the medulla since it will be above the crossing of the 
pyramids, there may be hemiplegia upon the side oppos¬ 
ite the hemiatrophy. There may be symptoms refer¬ 
able to the heart and lungs, due to implication of the 
pneumogastric. The ocular symptoms which sometimes 
occur, are a complication due either to an independent 
nuclear lesion or the extension of a meningitis, say 
rather than a part of the natural course of the affection. 

The most frequent predisposing cause probably is 
syphilis. It probably will be proven in the future that 
the poisons of the acute infectious fevers, as for exam¬ 
ple, scarlet fever, are occasional factors in causation, but 
thus far a sufficient number of cases have not been 
studied with regard to this to warrant any positive 
statement. It is curious that it is not often found in 
diphtheritic palsy. The influence of lead is still in dis¬ 
pute. The affection may of course, occur in childhood 
or old age, but is most frequent in mature life. The 
diagnosis of the existence of hemiatrophy can be made 
without any difficulty. It can scarcely be comfounded 
with progressive facial hemiatrophy in which there is 
occasionally implication of one-half of the tongue. Acute 
hemiglossitis needs only to be remembered for the dif- 
ferentiol diagnosis to be clear. The diagnosisof the im¬ 
mediate cause and the exact pathological condition is 
never easy, and may be impossible. It can only be made 
by a study of the accompanying symptoms. I must 
thank Dr. J. H. W. Rhein for his assistance in review¬ 
ing the literature. 



